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A case of ‘‘anesthesia mumps’’ from ICU

replacement may thicken the parotid secretions and may 
lead to parotid duct occlusion. Secondly, side turning 
may hamper the arterial supply or venous drainage of  
same sided parotid resulting in ischemic sialadenitis.[1,3] 
Ischemic sialadenitis is a unilateral painful salivary gland 
swelling. Especially in the setting of  very high vasopressor 
requirement, like in our case this possibility can not 
be ruled out. Thirdly, in the left lateral position there 
maybe suction catheter mediated injury of  duct opening 
leading to edema and occlusion. Fourth possibility may 
be a chlorhexidine mediated damage of  Stenon’s duct 
in dependent position.[4] Last but not the least; it may 
be a manifestation of  viral parotitis causing the acute 
pancreatitis also.[5]

In conclusion, sudden onset dependent side salivary gland 
swelling may occur in ICU also especially when the patient 
is kept in the lateral decubitus position. For prevention, 
frequent head and neck position checking in patient with 
high need for vasopressor and oral suction using soft 
suction catheter both are to be highlighted.

Sir,

Sudden onset unilateral parotid gland swelling is rarely 
reported from medical intensive care unit  (ICU). It is 
reported predominantly from intraoperative/immediate 
postoperative setting and is recognized as “anesthesia 
mumps”.[1,2] We are presenting a sudden onset left‑sided 
parotid gland swelling in a patient kept in the lateral 
decubitus position in our ICU.

A 60‑year‑male patient was admitted in our ICU with 
idiopathic severe acute pancreatitis  (100% necrosis 
status post necrosectomy) with severe multidrug 
resistant intraabdominal sepsis, septic shock and acute 
kidney injury. He was treated with broad spectrum 
antibiotics, antifungals, vasopressors, mechanical 
ventilation  (tracheostomized), and renal replacement. 
As per our standard care protocols in ICU, he was also 
given chlorhexidine mouth care and side‑to‑side turning 
6‑8 hourly. In one of  such secessions he was kept on 
left lateral decubitus position. During repositioning he 
was noted to have sudden onset left‑sided neck swelling 
over the parotid area  [Figure  1]. Also, there was no 
redness on inspection or crepitations on palpation of  
the swollen area. Ultrasonography revealed no vascular/
cystic swelling and confirmed soft tissue swelling. The 
advice from our otolaryngology fellows was just managing 
it conservatively. The patient succumbed to his illness 
within 24 h of  onset of  this symptom due to ongoing 
septic shock and multi‑organ failure. Post mortem parotid 
gland biopsy could not be done due to non‑availability 
of  consent.

Like in all other published cases,[1‑3] the exact mechanism 
of  ‘‘anesthesia mumps’’ development in our case is not 
clear. We suggest that the mechanisms may be: Firstly, 
ongoing intravascular dehydration with the use of  renal 

Figure 1: Left‑sided parotid swelling in our patient (arrowed)
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Plagiarism, management, journal retraction and 
response by author’s institute

In addition, those plagiarists receive more senior academic 
positions based on the use of  those plagiarisms. An 
interesting reason for many developing countries with 
poor scientific background is usually the rooted patronage 
system. The plagiarists who are the senior, administrators, 
or their relatives might receive no punishment or action.

Developing the international standards and further, 
successfully implementing them require further thought.
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Sir,

The recent editorial by Shamim is noteworthy.[1] The 
described problem on neglecting the retraction of  
plagiarism publication seems to be serious. There are many 
concerns on this work. First, the reported case is not the 
only one case in scientific communities. There are many 
plagiarisms that have already been confirmed, but there is 
no complete retraction from the databases in biomedicine. 
There are many explanations for this. First, the journal 
might not obtain the complete data and decide not to retract 
the work. However, the journal might sometimes obtain the 
complete data, such as plagiarism within the same journal, 
but still do not retract the paper (for example, J Med Assoc 
Thai 2004; 87: S185‑9 and J Med Assoc Thai 2002; 85: 
S180‑185). In some more serious cases, the journal editor 
supports the plagiarism work (for example, Arch Gynecol 
Obstet. 2005 Mar; 271:[3] 259‑61 and Southeast Asian J 
Trop Med Public Health. 2006  Sep; 37(5):1021‑4; with 
the quotation in Déjà vu database on editor’s opinion). 
This reflects the problem in standards of  medical journals 
in the management of  cases of  plagiarisms. Indeed, 
retraction, accompanied by the publication of  a retraction 
note, must be done. Sanction of  the authors should also 
further be considered. Nevertheless, the serious concern 
on the response by the author’s institute should also be 
mentioned. In many cases, plagiarisms are reported to the 
authors’ institutes, but there is no response and also no 
management on the plagiarist. Sometimes, the plagiarists 
repeatedly perform plagiarisms and attempted plagiarisms. 
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